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INTRODUCTION 
Patient satisfaction and dissatisfaction are being 
inc rea sin g 1 y r e cog n i zed a s imp 0 r tan t dim ens; 0 n s 0 f .q u ali t y 
medical care. Th~ eva1~atyve lit~~ature in the hea1.th field 
reflects this recognition by' listing dissatisfaction as. an 
outcome of care along witt death, diseas~, disability, and 
discomfort (Berkanovic and Marcus, 1976). Further, with the 
introduction of a National Health Insurance. and the subse-
quent removal of many barriers to the utilization of services, 
consumer perceptions of providers and service characteristics 
may playa more important role in determining what people do. 
, 
Pleas have also been made by health service researchers ~o 
include in medical education programs the objective of pre~ 
paring professionals to meet consumers' needs so that they 
(the professionals) can better' function in new health care' 
delivery systems (I~cGuire. 1973) .. 
The subject of this paper is the development and use of 
a patient satisfaction eval~ation system' in a family practi~e 
setting. The impetus for the project came from an expressed 
desire by Oepartment of Family Pra2tite personnel at the 
University of Oregon Health Sciences Center to continuously 
evaluate patient iatisfaction at their clinic, the Family 
Practice Center. They wanted a system that would interfere 
minimally with the delivery of care while simultaneously dis-
closing sources of patient satisfaction and dissatisfaction. 
" 
2 
The information would be u~ed to improve tho~e aspects.tif 
patient care and service delivery that could be administra-
tively manipulated. B~cause the clinic acts as a training 
center for family practice residents, the system would als~. 
be used as a teaching tool affording patient satisfaction 
feedback to individUal residents. Patients, too, ~ould rou-
tinely receive reports of the results. 
More specifically, Family Practice Depart~ent personnel 
desired the following: (1) a short questionnaire to be admin7 
istered at the site of care; (2) a suitable sampling scheme--
one that would provide routine feedb~ck on patient satisfac-
tion and dissatisfaction to the residents and to the Family 
Practice Center as a whole; and (3) methods for conducting 
efficient analyses and routine reporting of the data. 
This paper addresses the developm~ntal aspect of the 
system descri~ed above as well a~ the initial results gained 
from piloting it. Because a pilot study is by definition a 
trial-and-error phase, an attempt will be made in the Conclus'ion 
and Recommendation section to: (1) answer the basic question, 
How feasible is the continuous operation of this patient satis-
faction eval&~tion system?; and (2) make recommendations that 
will hopefully increase the chances ofa successful permanent 
implementation. 
LITERATURE REVIEW 
Literature in the health field is replete with patient 
satisfaction studies, though few attempt to utilize the 
results in administrative decision-making processes or med-
ical education programs. None, to my knowledge, address the 
continuous evaluation of patient satisfaction as a quality 
control mechanism. An attempt will be made in this brief 
review to highlight those studies regarding; (1) patient 
satisfaction with primary care, and (2) the implications of 
patient satisfaction for administrative policy and academic 
medicine. 
Patient Satisfaction with Primary Care: 
Instrument Development and Surveys 
Hulka, Zyzanski et a1. (1970. 1971. 1974, 1975) have done 
extensive work around the development of questionnaires and 
scales that measure patients' attitudes toward physicians and 
primary medical care. Three distinct elements of medical 
care are addressed in these instruments; (1) professional com-
petence, (2) personal qualities of the physicians, and (3) 
cos t / con v en i e.n c e . The y pre t est edt h e i r que s t ion n air e san d 
scales on general population groups and patient samples, and 
found that the level of satisfaction differed along each of 
the previously stated dimensions depending on the character-
istics of the respondents and the systems of care utilized. 
Some factors associated with the patient evaluation of 
4 
health care have been investigated by Linn (1975). He dis-
closed three independent correlates of patient satisfaction; 
age, community satisfaction, and the nature and degree of 
continuity of care characterizing the visit. 
Ware and Snyder (1975) have rigorously developed and 
tested a patient satisfaction questionnaire. Four major 
dimensions of patient attitudes were identified and described, 
including attitudes toward doctor conduct and such enabling 
components as availability of services, continuity/convenience 
of care and access mechanisms. They found that measures of 
attitudes toward caring and curing aspects of doctor conduct 
appear to reflect the same underlying attitudinal dimension. 
Kisch and Reeder (1969) weakened the contention held by 
many physicians that patients are not able to evaluate the 
performance of physicians. They incidentally found in a 
study of ambulatory medical care utilization that the patients' 
appraisal of physician performance was highly correlated with 
professional criteria for assessing competent professional 
performance. 
An attempt was made by Lebow (1975) to describe and assess 
an outpatient pediatric practice through the use of consumer 
questionnaires. Interestingly enough, he discovered no rela-
tionship between; (1) length of illness and the rated quality 
of care received, and (2) illness versus absence of illness 
and the perceived quality of care. 
Implications of Patient Satisfaction 
for Academic Medicine and Administrative Policy 
A useful model for integrating health care research into 
educational programs has been suggested by McGuire (1973). She 
5 
calls for a health care research program that will both iden-
tify the needs of health care consumers and lend assistance 
in the design of medical education programs that prepare pro-
fessionals to meet those needs. 
Berkanovic and Marcus (1976) acknowledge that consumer 
satisfaction with health care is a frequently measured varia-
ble by health service researchers. Yet they maintain that 
the relevance of this variable for health policy is not always 
clear. They subsequently attempted to link levels of satis-
faction to both administratively manipulable aspects of the 
organization under study and subsequent client behavior. 
Their data suggest that levels of consumer satisfaction can be 
manipulated by altering organizational behavior. One weakness 
in Berkanovic and Marcus' study results from the static quality 
of their cross-sectional research design. Although they de-
monstrated the existence of a relationship among perceptions, 
satisfaction, and organizationally relevant behavior at one 
moment in time, it remains to be seen whether these perceptions 
or behavior with respect to the use of services can be changed 
by changing policy. The Family Practice Department at the 
University of Oregon Health Sciences Center should be able 
to strengthen the above mentioned weakness by continuously 
evaluating patient satisfaction at their clinic. 
Hines et al. (1977), the Family Practice Department's 
own research evaluation team, last year conceived of a patient 
satisfaction feedback system that would provide specific in-
formation for use in resident training and in the general op-
eration of the clinic. They first tried to explicitly define 
6 
w hat c on s tit u ted a n a c c e pta b 1 e 1 eve 1 0 f sat i s fa c t i on ." A 
questionnaire was subsequently designed and ~dminis~ered, 
and the results were measured against the predeterm~ned 
r" 
1 eve 1 . Adm i n i s t rat i ve s t e p s are pre sen t 1 y be, i n g t a ken to 
correct the disclosed discrepancies. Upon completion of 
their study they decided a more sensitive instrument and 
sampling scheme was needed in orde~ to better achieve their 
objective. This study is the direct result of a recommenda-
tion made by the Family Practice Department's evaluation team. 
METHOD 
Assumptions 
In general ".a s'et of assumptionsunderlie,a!1y resea.rch 
ore val u a t ion e n'd e a v 0 r . The f 0 1 low i n g sup p 0 si t'i 0 n s we ret a ken 
for granted in developing this patient satisfaction monitor-
ing system. 
1. Patients' perceptions are partly, 
rooted in their experiences wtth', 
seeking and obtaining health care, 
and these experiences can be con-
troll~d administratively. 
2., Patients' perceptions about the 
health care they receive can vary 
from experience to experience. In 
order to avoid selective percep-
tion and memory loss, these per-
ceptions.are more accurately 
measured immediately upon the re-
ceipt of services and on an on-
going basis. 
3. Patients are more likely to honestly 
evaluate medical care within a non-
punitive atmosphere. Continuously 
evaluating satisfaction and taking 
action on patient co~plaints re~ 
gardless. of how trivial can con-
tribute toward effecting this en-
vironment. 
Co nceptua 1 i za t i on of~IT!B....lJ!1~ Scheme 
The conceptual framework for the sampling scheme was' 
borrowed from industrial' quality contro'l methods. This method 
can best be understood by first describing it in a productioh 
setting and then ~onsidering its application to a h~alth cli.~ic. 
8 
Table 1 graphically depicts the quality control mechanism 
in both settings. There are, of course, some conspicuous 
differences between a manufacturing process and the medical 
care process. A manufacturer. for instance, has a great 
deal of control over the variables that interact with the 
product as it is processed. largely because the product is 
an inanimate object. On the other hand, a health care admin-
istrator or physician exercises much less control over the 
variables interacting with the patient as he or she moves 
through the care process, mostly because these variables 
are psycho-social in nature and thus ill-defined. Notwith-
standing these differences, the two processes are enough alike 
in certain critical respects to justify use of the same quality 
control concept in both settings. 
A manufacturing plant may be regarded as an operation 
transforming incoming parts into outgoing products. The manu-
facturer wants to minimize the number of defective parts com-
ing in and the number of defective products going out. In 
order to do this, he or she erects a screen at both ends of 
the manufacturing process. In order to simplify this dis-
cussion only the 'outgoing product' end will be addressed. 
The screen in manufacturing vernacular is called the "Accept-
ance Sampling Plan" and is composed of the following steps: 
1. Set a goal--the number of defective 
products the manufacturer will tole-
rate. 
2. Take a sample from each batch of pro-
ducts and determine the ACCEPTANCE 
RANGE in order to account for sampling 
variation. The ACCEPTANCE RANGE be-
comes, in effect, the revised goal. 
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3. Perform a test to determine the 
number of defective products. 
4a. If the number of defectives falls 
within the ACCEPTANCE RANGE, infer 
the batch of products is accept-
able and send it to market. 
4b. If the number of defectives exceeds 
the ACCEPTANCE RANGE, reject the 
batch, recycle it, or look into 
improving the manufacturing process. 
Improvements made in the process 
should subsequently result in a 
decreased number of defective pro-
ducts. 
Similarly, a health clinic can be viewed as an operation 
where incoming patients move through a medical care process 
and leave with certain perceptions of the care they received. 
A screen--an on-going patient satisfaction evaluation system--
can be erected at the end of the care process to identify 
sources of satisfaction and dissatisfaction. The steps com-
prising the evaluation system are: 
1. Set a goal--the number of dissatisfied 
patients tolerated by the clinic 
director. 
2. Select a sample of patients visiting 
the clinic over a period of time 
and determine the ACCEPTANCE RANGE 
in order to account for sampling 
variation. The ACCEPTANCE RANGE 
becomes, in effect, the revised goal. 
3. Administer a patient satisfaction 
questionnaire to determine the num-
ber of dissatisfied patients. 
4a. If the number of dissatisfied patients 
falls within the ACCEPTABLE RANGE, 
then infer the care process is per-
ceived satisfactorily. 
4b. If the number of dissatisfied patients 
surpasses the ACCEPTANCE RANGE, alert 
the administration and/or residents. 
If subsequent samples reveal high 
1 2 
numbers of dissatisfied patients, 
look into improving the care pro-
cess. Improving the care process 
should result in a subsequent re-
duction in the number of dissatisfied 
patients. 
It cannot, of course. be assumed that a single change in 
resident behavior or in the system is the direct cause of a 
change in patients l perceptions. But if administrative or 
behavioral changes are made and over a period of time the 
resulting changed satisfaction levels remain the same, there 
is reason to believe they are associated with each other. 
Thus an on-going patient satisfaction evaluation system con-
ceptualized as a qua1ity-of-care control mechanism makes 
possible the continuous monitoring of one aspect of the care 
process, patient satisfaction. 
Questionnaire Development 
The instrument was developed around specific content areas 
derived from basically two sources; (1) a questionnaire ini-
• 
tia11y developed and tested by Ware and Snyder (1975) and sub-
sequently revised by Hines et a1. (1977). and (2) suggestions 
from the faculty. residents, and staff at the Department of 
Family Practice. Ware and Snyder1s instrument was used be-
cause their test population was similar to the Family Prac-
tice Center1s and department personnel were heavily involved 
in the project1s developmental phases because this was deemed 
essential to a successful implementation. 
The questionnaire was designed to measure four content 
areas; (1) the physician-patient relationship, (2) the nurse-
patient relationship, (3) the receptionist-patient relation-
ship, and (4) waiting time. A total of 12 individual items 
13 
comprised .the four content areas and a space was reser-ved 
at ihe end of the que~tionnaire for commentsd Patierit demo--
9 rap h i.e d a t a ·was 9 a i ned fro 111 b ill i n g she e t s _a tan 0 the r' tim e . 
A modified Likert resptinse~cnntinuum with five'response al-
ternatives ranging from 's.trongly .. agree ' to 'strongly disa-
gree' was used. Indivl~ual items were scored separately and 
, 'a, high 'score ,~ndicate:d a favorable r,espons.e on 'each attitude 
~tatement. A copy of the que~tionnaire can be found in 
Appendix B. 
The p.; lot Study 
Population 
. ' 
The Family Practice Center's pa.tient popula~ion comes 
from a· wide spectrum of so·c'io-econo~i.c .g.roups. Approximat.e"y 
" 36 percent are pay or p~rti~l pay, and the remainder ar~' 
eith~r bn welfare or disability, Medicare or simiiar pr~grams. 
The proportion of male to female .patfents is ·two to t·hree . 
. Approx.imately 60 pe'rcent of the patients enrolled 'are families 
(more than one person) and 40 percent are 'singles" The a'ge 
, 
distribution is:,. 0-.6,19 per'cent; 7-17, 13 percent; 18-39, 
48 percent; 40-64, l~ percent; 6~+', 6 pe~cent.· 
Data Collect jon 
The following method oJ data 'coll~ction was utflized in 
the pilot study because i't was desired to; (1) .study the 
structure of the questionnaire,Ci.nd (2) distr,ibute m'eaningful 
res u 1 t s ass 0 0 n asp 0 s sib 1 ~ ,s 0 a s· to inc rea se the ra p p 0 r t 
between evaluator and staff in the develppmental stages. 
However~ a sampling scheme more suitable to the long-term 
monjtoring of patient satis*action is recommended in the l·as~ 
14 
section of this paper. 
All patients visiting the Family Practice Center between 
January 14 and February 18. 1977 were asked to fill out a 
questionnaire immediately after their appointment; thus the 
sampling unit was patient visits, not patients. Even though 
all patients were questioned during the study time-period. 
this group was viewed as a sample of patient visits from a 
population extending over a longer time span. The last per-
son seeing the patient (either a resident or a nurse) en-
couraged him or her to respond by saying that the Family 
Practice Center wanted to find out how patients felt about 
their care in order to make improvements if necessary. It 
was also stressed that their responses would not be seen by 
their doctor. The patient then answered the questionnaire 
in the examination room and dropped it in a sealed box as he 
or she left the clinic. Bias introduced by having those be-
ing evaluated distribute the questionnaire was thought to be 
minimal because all patient visits were being sampled over 
quite a length of time. Under these conditions. a doctor or 
nurse would probably not modify his or her behavior to please 
the patient. An alternative distribution procedure is suggest-
ed in the Conclusion and Recommendations section. 
A 68 percent response rate was achieved--798 out of 1173 
patient visits. A total of 623 patients are represented in 
798 patient visits. This appears to represent the clinic's 
typical overall patient/patient visit ratio. Partial demo-
graphic characteristics of the respondents appear in table 2. 
The respondents tend to proportionately reflect the total 
1 5 
sample in both the age and sex categories. The high non-
Sex 
male 
female 
Total 
~ 
0-6 
7-17 
18-39 
40-64 
65+ 
Total 
T.able 2., 
Partial Demographic Characteristics 
of the R~5pondents 
Total Sample 
344 (29%)' 
829 '(71~~) 
1 1 73 
227 (,1 9 % ) 
102 (9 %) 
563 (47%) 
1 91 ( 1 6 %) 
90 (8%) 
11 73 
. Respondents 
211 (26%) 
587 (74%) 
798 
1 61 (20%) 
65 (8%) 
398 (50%) 
107 ( 1 3 % r 
67 (8%) 
798 
----,---,-,--
(Percentages rounded to nearest whole percent) 
------
response rate was partialJy explained by the fa,ct that some 
patients did not receive a question~aire because the nurse 
or resident either forgot or was too busy to give it to the 
patient. In order to further understand the non-response 
~ate, replies from 40 consecutive non-responde~ts w~ie· in-, 
tensively sought. A copy of the que~tionnaire and a stamped, 
self-addressed envelope wer~ m~iled to them with a letter re-
questing that they respond and ret~rn the form to the Depart-
ment of Family Practice. Tho~e not re~),ying were telephoned. 
and a~ked again to mail back the questionnaire. Approximat~ly 
70 percent of this small sam'ple finally answered. Overa,ll,~ 
this group of patients appeared to be less satisfied on the 
1 6 
doctor-related statements than those responding the first 
time. Because of the differences in which the information 
was obtained and in the sample sizes, this result was inter-
preted with caution and not included in the original findings. 
It does hold, however, an implication for the future monitor-
ing of patient satisfaction; that is, it will be necessary to 
immediately follow-up those patients not responding the first 
time in order to obtain an accurate representation of patients ' 
perceptions. 
Reporting of Results 
The clinic director set a measurable goal for each of 
the attitude statements. A distribution of patient satis-
faction scores from a previous study conducted at the Family 
Practice Center formed the reference standard for this goal. 
It was stated in terms of the maximum acceptable number of 
dissatisfied responses per 100 patient visits. On a posi-
tively phrased statement (This visit the receptionists were 
polite and friendly) this refers to those responding in the 
'disagree ' and 'strongly disagree ' categories. On the nega-
tively phrased statements (Today my doctor made me feel 
foolish) this refers to the lagree l and 'strongly agree l 
responses. The goal was then translated into an 'Acceptable 
Rangel (at a .05 level of significance) for each attitude 
statement in order to account for sampling variation (Menden-
hall, 1975). It became, in effect, the revised goal. The 
number of respondents to each statement comprised the sample 
size used in computing the 'Acceptable Rangel. Reports of 
17 
how the Family Practice Center as a whole measured up to , 
the pr~determined goal we~e distributed to the Family Pr~ctice 
fac,ulty, ,staff~ a.nd residents. ,!'n ~d.dition,"·~ach res',ident 
r e C e; v e dar e p 0 r t con c ern; n g the res p'o n s e s 0 f 0 n 1 y. tho s e 
patients he or she treated dur;~g the study period.' The 
patients also received a version of the enti're "clinic report 
(see Appendix A). , ." 
- ; 
FINDINGS 
The information generated from this pilot study was 
treated both as discrete and continuous data. Because the 
. 
clinic director set measurable goals indiscrete terms, part 
of the findings in this section are reported.as frequencies 
and percentages' in r~lation to the stated goal. The. other 
part of the results are reported in f~ctor analyti~ terms. 
Means and standard deviations per attitude statement wete 
compute~ for the entire clinic and for individua~ residents 
but were not used in this evaluation endeavor. 
Goal Attainment 
Table 3 depicts the frequenty and relati've frequency of 
respondents in each response category for all of the attitude 
statements in the questionnaire. It also presents an overall 
view of how the entire Family Practice Center measured up to 
the predetermined goals. As noted previously, the number of 
respondents to each statement comprised the sample size used 
in computing the 'Acceptable Range', The actual number of 
dissatisfied responses to each statement is de~oted 'Actual '. 
Family Practice patients appear to be generally satisfied 
with the care~they fec~ived during the study' period, as indi· 
cated by the high percentage (94.3 percent) of ~avorable 
(strongly agree. agree) responses to attitude statement num-
ber 12 (In general, I am satisfied with today's visit to the 
l.
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Family Practice Center) and the large number of positive 
responses. A summary of the patients' comments appears in 
the clinic report in Appendix A. Only two percent of the re-
spondents registered any degree of dissatisfaction on this 
statement. 
The clinic as a whole fell within acceptable bounds on 
ten of the attitude statements. On only two (number 1 and 
number 3) did it surpass the 'Acceptable Range' set by the 
clinic director. A significant portion of the respondents: 
(1) believe the doctors make them feel foolish; and (2) feel 
they have to wait too long. 
It is rather perplexing that patients perceive the clinic 
doctors to make them feel foolish, especially since satisfac-
tion registered high on all of the other doctor-related atti-
tude statements, and only a few of the patients' comments 
support the findings. For instance, one patient asserted, 
"I came from another city to see a doctor about something im-
portant and he made me feel like I was wasting my time." Yet 
three individual residents, too,exceeded the acceptable bound 
on this attitude statement. Last year a patient satisfaction 
survey executed by the Family Practice Department disclosed 
one resident in this position; however, the goal that time 
was set somewhat lower. The obvious questions now are; What 
are Family Practice doctors doing to make the patients feel 
foolish?, or Does the patient feel foolish regardless of the 
doctor's behavior? Certainly follow-up studies need to be 
conducted before any actions are taken. A recommendation re-
garding possible steps in this direction is made in the last 
23 
section of this paper. 
Dissatisfaction with a perceived long waiting time is 
not new information as last year's study ove~whelmingly re-
vealed the same result. An investigation into the causes of 
this problem is presently underway. Hopefully, administra-
tive actions can then be taken to reduce it. Subsequent 
monitoring of patient satisfaction should consequently re-
veal a decrease in dissatisfied responses toward waiting 
time. 
An analysis of individual resident patient visits re-
vealed all of the 24 residents to be within acceptable limits 
on most of the doctor-related attitude statements. As men-
tioned above, three exceeded the 'Acceptable Range' on one 
statement, number 1 (Today my doctor made me feel foolish). 
Factor Analysis 
Factor analysis (Harman, 1976) was applied to the data 
primarily to aid in the further refinement of the question-
naire. This statistical technique was used to investigate 
whether or not the structure built into the questionnaire 
was actually present and whether or not the attitude state-
ments were related. 
As mentioned in the Methods section of this paper, the 
questionnaire was developed around specific content areas, 
and these content areas were derived from two sources; (1) 
questionnaires from other studies dealing with similar popu-
lations, and (2) the faculty. residents, and staff at the 
Family Practice Department. Thus factor analysis would 
empirically reveal whether the patients' conceptualization 
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of the content areas matched the a priori derived structure. 
It would also disclose which attitude statements were measur-
ing the same dimensions of patient satisfaction. 
The factors were extracted by the principle components 
method and varimax orthogonal rotation was initially perform-
ed. Because four factors were expected, that number was 
specified. The first computer output revealed a need to ex-
tract five factors so the pro~ram was rerun and interpreta-
tions were made. All loadings greater than .5 were considered 
to belong to a particular factor. Most of the attitude state-
ments loaded high on only one factor. One loaded fairly high 
on two. This indicated a need to reconsider that attitude 
statement--either to remove it or rewrite it. A recommenda-
tion is made at the end of this paper to rewrite it. A large 
portion of the variance of each statement was explained by 
the five factors; the communalities of all of the variables 
were greater than .57. Table 4 portrays the attitude state-
ments in abbreviated form, communalities, factors, and factor 
loadings greater than .3. 
The first two factors encompass the 'doctor-patient re-
lationship'. The most important factor has to do with a re-
ciprocal communication between the patient and the doctor 
regarding the patients' condition. This appears to result 
;n the patient feeling better because he or she now knows 
what the problem is. The other 'doctor-patient relationship' 
dimension relates patients' feelings to how carefully the 
doctor explained treatment instructions. 'Waiting time'. 
'nurses', and 'receptionists' each comprised separate factors. 
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A final computer run with a sp~cified oblique rotation 
disclosed virtually no relationship anio~g' factors .. They 
appear to stand fairly independ~ntly .of each other. 
It is apparent from the factor analysis that Family 
Practice patie~ts discriminate between the different aspects 
oft h e c 1 i n ice nco u n t e r . I n fa c t, the yap p ~ top e r c e'i vet he 
providers as members of a health care team'each having a 
separate but essential function. The patients also tend to 
differentiate between somewhat inconvenient and- truly de-
per son a 1 ; zed car e a s wa i tin g' tim e was not a tal 1 ass 0 cia ted . 
with any of the other attitude statements. Perceived general 
,« ~ • 
satisfaction, again, tends t() be associated with a recipro-
cal communication between patient and d6ctor; each giving. 
the other information and the ,patient l~aving the encounter 
with an improv~d knowledge of what the problem is and feeling 
better as a result. 
In general these'factors are as expected, compatible 
with the content areas built into -.the questionnaire. 
- i 
! 
CONCLUSION AND RECOMMENDATIONS 
-" 
The question posed in the Introduction to this paper 
was, How feasible is the continuous 6peration of the patient 
satisfaction evaluation system? The reply is that it appears 
to be very feasible. The pilot ~tudy proceeded with minimal, 
resistance and the results were greet~d with enthusi~sm ~y 
the faculty, ~esidents, and staff. This success can most 
likely be attributed to s-everal fa_ctors. First; reststances 
and barriers were minimized and th~attendan~ staff morale 
l 
maximized by involving almost everyone in the planning,of 
the project. Strong administrative support was also present 
t h r 0 ugh 0 u t the stu d y, p rim a r i 1 y be c a use the - De par t men t 0 f, 
FamiJy Practice is committed to improving the quality of med-
.... 
ical care and education. Jhe results were reported quickly 
and in a manner easily comprehended by the reader. Finally, 
the concept of quality ,control and continuous feedback is 
in itself a desired and essential ingre~ient to any institu~ 
tion or person demanding excellence, and this appears to be 
a goal of the Department as well as individual residents. 
It is unequivocally recommended that the patient satisfac-
tion evaluation system be integrat~d into family Practice with 
the following!~inor revisions and additional considerations. 
, '. 
_ Que s t ion n a i re 
1. Retain the format and length of the original questionnaire, 
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but reorder the attitude statements to reflect the 
patients' flow through the clinic encounter. For example, 
the first statement should be, "This visit the reception-
ists were polite and friendly." Next, "I had to wait 
too long for my doctor today;" and so on. 
2. Add' in order to make improvements if necessary' to the 
first line of the introduction. 
3. Include the sentence, IIlf you have no feelings one way or 
the other, circle 'neutral',11 at the end of the intro-
duction. 
4. Change 'uncertain' in the response continuum to 'neutral'. 
The word 'uncertain' appears to act as a waste basket. It 
is too easy for patients to circle 'uncertain' without 
giving much thought to the other response choices. On the 
other hand, 'neutral' forces a respondent to consider the 
other options first and if none fit, then as a last resort, 
respond 'neutral'. 
5. Change attitude statement number 6 to read, IIThis visit 
my doctor didn't explain his instructions so that I under-
stood. II The way the present statement reads, the doctor 
could conceivably explain carefully and the patient not 
understand a word of what was said. In fact, one of the 
findings in this pilot study suggests that this is indeed 
the case--a moderate association was disclosed between 
statement number 6 (This visit my doctor didn't explain 
very carefully what I am supposed to do) and statement 
number 8 (Today the nurse helped me understand what I am 
supposed to do). The above revision should better measure 
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the doctor1s ability to communicate instructions. 
6. Change attitude statement number 10 (I feel better) to 
III feel somewhat better.1I The purpose of initially in-
cluding this statement in the questionnaire was to attempt 
to measure the objective that each patient should somehow 
feel better after a visit to the doctor--not necessairly 
physically better but perhaps mentally more at ease. The 
addition of Isomewhatl seems to better achieve that pur-
pose by allowing the patient to respond to a relative 
I betterness I. 
7. Add lif applicable l after statement 8 (Today the nurses 
helped me understand what I am supposed to do) and state-
ment 9 (The nurses ignored my feelings today). 
Sampling Scheme 
1. Retain the general acceptance sampling framework but ran-
domly sample clinics (half days) per resident year. Then 
question all those patients attending each clinic sampled. 
This is a typical probability sampling scheme utilizing; 
(a) strata (resident years) to increase the homogeneity 
of the respondents and to insure proportionately equal 
representation of patient visits per resident year, and 
(b) clusters of patient visits (clinics) as the primary 
sampling unit and individual patient visits as the second-
ary sampling unit. The number of clinics sampled will 
depend upon the number of reports desired per year. It 
is recommended that results be reported twice a year for 
three interrelated reasons: (a) Approximately 36 patient 
visits, randomly selected, per resident are needed to 
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a chi eve 'a val i din fer en c e . T his fig u r e w'a s d e r i v e d· fro m 
the following standard formula (Mend~nhal.l~ 1975) for 
computing s~mple sizes: 
( . 9) ('. 1 ) 
2n = . 1 
p = ~9--the average satisfaction leiel 
achieved fn the pilot study 
q = • 1 
error of estimation = .1 
It is easy ,to obtain the required number of patients "for 
third year ~esidents in a relatively short period of time~ 
but not so easy for first and second year residents, as 
they treat far fewer patients .. (b) It is also important 
to make data collection minimally disruptive to the nor-
m~l operation of the clinic. This can be achieved by 
sampling a mjnimum of clinics. (c) Finally, more than 
two reporting periods per year would require proportion-
ately more staff time for overseeing the dissemination of· 
the questionnaire, tabulating data, and writing reports. 
More specifically, half-year reporting intervals 
should be utilized. These woul~ include approximately 
four six-week periods each. Assuming each resident on· 
the average treats 6 patients per clinic and allowing 
for some slack, it would be necessary to sample eight 
clinics per half year per resident year to meet the re-
qui red resident sample size. In o~der tb achieve a spread 
among the four six-week periods, choose two clinics at 
random per six-week period per resident year and then ques-
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tion all patients visiting each clinic sampled. 
2. The questionnaire dissemination procedure used in the 
pilot study (doctors and nurses distributing the question-
naire) should be abandoned. Bias was less of a problem 
then because the study included all patient visits for 
quite a length of time. Under these conditions, a doctor 
or nurse would probably not modify his or her behavior 
to please the patient. However, in order to minimize 
bias in the previously recommended revised sampling scheme, 
it will be necessary to enlist an independent person (in-
dependent of those being evaluated) to distribute the ques-
tionnaire. If six total clinics (two clinics x three re-
sident years) are sampled every six weeks, this would re-
quire approximately three days each period of this person's 
time. He or she could also be responsible for tabulating 
the data and writing reports. Those not responding need 
to be intensively followed-up in order to obtain an accu-
rate representation of patients' perceptions--this person 
could also take care of this. 
3. Continue to use 'Acceptable Ranges' in reporting results 
to the residents, faculty, and staff. Retain the less 
technical 'letter' style of reporting results to patients. 
Additional Considerations 
1. Introduce the patient satisfaction evaluation system to 
the incoming first year residents as a group. It should 
be described in terms of its nonpunitive evaluative pur-
pose and potential. A brief summary of the pilot study 
results could be included. 
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2. Introduce the system in other clinics at the Health 
Sciences Center and in private practices. This would 
afford a comparison of factor structure and satisfaction 
levels across populations and settings. 
3. Complete the 'waiting time' study by identifying contribu-
tory causes and suggesting ways to reduce it. It is sug-
gested to look at reducing both the mean waiting time and 
the variation. 
4. Investigate further the 'foolish ' problem by; (a) inter-
viewing foolish-feeling patients to find out exactly what 
it is that makes them feel foolish, (b) gathering demo-
graphic and health status information to find out who 
these people are and what health problems they have, and 
(c) videotaping and subsequently objectively analyzing 
the actual doctor-patient interaction (with their per-
mission, of course). 
5. Have someone routinely check the 'Suggestion Box ' and 
communicate to the administration the patients' percep-
tions of clinic problem areas. 
6. Utilize the data collected by the on-going patient satis-
faction evaluation system to answer other pertinent re-
search questions, such as: How does compliance or health 
status relate to general satisfaction? Are new patients 
more or less satisfied than 'established patients? Does 
the ability to pay seem to affect a patient's level of 
satisfaction with care? Do patients of first year resi-
dents conceptualize the doctor-patient relationship dif-
ferently from patients of second or third year residents? 
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7. The Human Studies Committee at the HealF~ Sciences Center 
r e qui res res ear c her s too b t a i n r e 1 e a s e ,s i g nat u res fro m 
, pat i e n t sal low i n g the res ear c ~ e r s to use. the pat 1. e n t s,~ . 
responses, records, etc. in their studies. The Famjly 
Practice Center reteptionists couid begin immediately 
,requesting those essential signatures from patients as· 
they arrive 'for appointments." 
8 . 0 n e c a v eat nee d s to be' em p has i zed; t hat is,. the po s sib i 1 it y 
ex is t s th at the 1 eve 1 s 0 f sat i s fa c t ion a chi eve d ,i nth e 
pilot study may decrease in the future. This is possible 
because the continuous monitoring of patient satisfaction 
may provide an environment conducive to honest patient 
criticism. It is true that all 'one'shot' patient satis~ 
faction studies thus tar have yielded ,unusually c~nsis­
tent high levels of satisfaction. This could be due in 
part to a strong learned response on behalf of the. patient 
to respond in a. socially acceptable 'manner when asked 
about such a revered institution as medicine. Continuous 
monitoring and routine feedback to the pati~nts carried 
out in a nonpunitive atmosphere could break this hypothe~ 
sized socially acceptable response, and ultimately ,result 
in lower satisfaction levels for a time. 
9. The continued success of this system is contingent upon 
a prompt response, if possible, by the Family Practice 
Department personnel to those problems perceived by 
patients. 
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PATIENT SATISFACTION MONITORING PROJECT REPORTS 
These reports summarize the initial results of the patient 
satisfaction evaluation study you all participated in be-
tween January 14 and February 18 of this year. This survey 
was a pilot study designed to precurse and aid in the de-
velopment of a continuous patient satisfaction evaluation 
system at the Fa~ily Practice Center. Ultimately, this 
means that on-going samples of patient visits will be 
generated and analyzed at different intervals throughout 
the year and routinely reported to individual residents and 
to the Family Practice Center as a whole. Thus, patient 
satisfaction will be monitored and the evaluation results 
of this outcome utilized in the Family Practice Center's 
decision-making processes. 
Because any evaluation endeavor requires the setting of quan-
tifiable objectives against which results can be measured, 
Dr. Smith set a measurable goal for each attitude statement. 
The goal was stated in terms of the maximum acceptable num-
ber of dissatisfied responses per 100 patient visits. On 
a positively phrased statement (This visit the receptionists 
were polite and friendly.) this refers to those responding 
in the 'disagree' and 'strongly disagree' categories. On 
the negatively phrased statements (Today my doctor made me 
feel foolish.) this refers to the 'agree' and 'strongly 
agree' responses. For atti tude statements 1, 2, 4, 8, and 
9, the goal was 5 or less out of 100 (5%). For statements 
3, 5, 6, 7, 10, 11, and 12, it was 10 or less out of 100 (10%). 
As you peruse the following reports, note that I have trans-
lated Dr. Smith's single number goal into an 'Acceptable 
Range' for each of the attitude statements. This was done 
in order to account for sampling variation. For a detailed 
discussion of the statistical formulation of the 'Acceptable 
Range' the reader is referred to An Introduction to Probabil-
ity and Statistics by William Mendenhall. The actual num-
ber of dissatisfied responses to each attitude statement is 
denoted 'Actual'. For example, a 5 out of 100 standard 
would be adjusted to an 'Acceptable Range' of 0-9 per 100. 
Thus, if a single sample of 100 patient visits yields 7 
(Actual) dissatisfied responses to a particular statement, 
it is considered to be within acceptable bounds. It is also 
important to note that the 'Acceptable Range' varies with 
different sample sizes and that a larger sample is generally 
more informative. 
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Even though Dr. Smith's goals have been utilized in the 
following reports, you should use your own judgment. too. 
in interpreting the meaning of these results. To assist 
in this interpretation. I have put together a summary of 
my own personal impressions of the outcome of both the 
entire sample of patient visits and individual resident 
samples. Remember. the basis for these reports are the 
patients ' perceptions of your performance; consequently, 
they mayor may not reflect the true situation. 
I am also very interested in learning how each of you view-
ed the pilot study and how you feel about this kind of feed-
back. Do you think you had enough input into the project 
design? Do you find this information useful? Are there 
ways that I could improve the reporting of results to you? 
Please think about how you would address these questions, 
and I will contact some of you within the next week about 
your views. Or, if you desire, leave your comments with 
Brian Hines (as I am not always available) and I will re-
trieve them from him. 
This report package includes: 
1. The overall response rate and partial demographic 
characteristics of the respondents as a whole. 
2. A table depicting the frequencies and percentages 
per response category for the entire sample and all 
of the attitude statements. 
3. An overall look at how the Family Practice Center 
measured up to the predetermined goals. 
4 .. An edited version of the Family Practice Center 
patients ' comments. 
5. My personal impressions of the results. 
In addition. each resident will receive: 
1. The response rate and partial demographic characteristics 
of their own respondents. 
2. A table depicting the frequencies and percentages per 
response category for their sample and the physician 
related statements only. 
. 
3. Respective resident levels of goal attainment on physi-
cian related statements only. 
4. An edited version of the comments made by their patients. 
5. My perso~al impressions of their sample results. 
-. 
, 
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~ 
ENTIRE FAMI,LY PRACTICE REPORT 
Ash 0 r. t que s t ion n air e was "g i v e n t 0 all ,P..{l tie n t s vis i tin 9, 
,t h e Fa mil y P r act ice C e n t e r bet wee n Jan u a r y 1 4 and Feb r u a ry 
18 of this year. The 'que:stfonnaire was 'designed to monitor 
patient satisfaction after each visit. E~en though all 
patients were questioned during the ~tudy time-period, t~is 
group was viewed as a sample of patient visits from a 'popu-
lation extending over a longer time period. 
, , 
Because the sampling unit'was "patient visitsll, some patients 
appear in the study mor~ than once. A total of 623 patients 
are represented in 798 patient visits. --All of the following 
d a t a, howe v e r, are pre s 'e n ted i n II pat i en t vis i tilt e r m s . A fI 
o ve r all rOe s p 0 n s era teo f 68% was a chi eve d; 7 98 0 u t 0 f 1 1 7 3 . 
Patient visits outside of regular clinic hours are not in-
cluded in 'this study. 
Partial demographic cha~a~teristic~ of the respondehts 
follow: 
, 
Se Total ,Same' e, .- ResQondents 
Male 344 (29%) ,211 (26%) 
.Female 829 (71 %) (74%), 
TOTAL 1173 ' 798 
~ 
0-6 227 (19%) 16-1 (20%) 
7-17 '102 ( 9%) 65 ( $%) 
18-39 563 (47%) 398 (50%) 
40-64 1 91 (16% ) 107(13%) 
65+ 90 L 8%') -H'-( 8%) 
TOTAL 11 7-3 798 
(Percentages round~d to .nearest whole perc~nt) 
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Family Practic~ Ce~ter Patients' Comments 
Category 
General positive" feeling toward the ,Family 
Practice Center. 
Total waiting tim~ too long. 
Doctors considerate, relate well, and-"ex-
plain things carefully. 
Competent, warm staff. 
Courteous and helpful staff. 
Everyone really concerned about patients. 
Objections to questionnaire. 
Quick service today. 
Too long of ~ wait in examination room and 
not enough time with the Doctor. 
Desire same doctor all of the time. 
Doctors should explain things so patient 
understands. 
Good experience as a work-in. 
More e val u a t i o-n s . 
Need handicapped parkirig close by. 
Faster service for prescriptions and more 
medicines available. 
Pleased to have health insurance through 
Project Health. 
More billing information available at 
reception window. 
Incompete'nt staff. 
Parking is a problem--too few spaces and 
not enough time on the meters. 
Mofe current magazines ~nd ~ greater selectian 
in the waiting area and examination rdom. 
~'. ' 
, 
Number-
of Comme-nts 
54 
18 
1 5 
, 14 
1 3 
1 1 
1 1 
6 
4 
3 
3 
3 
2 
2 
2 
-2 
" 
2 
2 
2 
2 
43 
Category 
Need a separate area fpr children. 
Toys need to be routinely washed. 
Nurses should explain thin~s so patient 
understands 
Hard to get appointment. 
Uncomfortable waiting area - too hot. 
As effective as can be expected for a 
university clinic. 
Number 
of Gommen s 
2 
2 
1 
44 
My Impressions of the Entire Sample Results 
Family Practice patients appear to be generally satisfied 
with the care they are receiving at the clinic, as indicated 
by the high number of favorable responses to statement num-
ber 12 and the large number of positive comments. However, 
the clinic as a whole exceeded the acceptable bounds set by 
Dr. Smith on two of the statements. A significant portion 
of Family Practice patients: (1) believe the doctors make 
them feel IIfoolish", and (2) feel they have to wait too long. 
It is somewhat of a puzzle that patients perceive the clinic 
doctors to make them feel "foolishll, especially since satis-
faction registered high on all the other doctor-related ques-
tions; and only a few of the patients' comments, in my judg-
ment, support the findings. Yet, a few individual residents, 
too, surpassed the acceptable bounds on this attitude state-
ment. Last year's patient satisfaction survey results dis-
closed one resident in this position; however, the goal that 
time was set somewhat lower, 10 or less out of 100 dissatis-
fied responses. The obvious questions now are: "What are 
Family Practice doctors dOing to make the patients feel "fool-
ish ll ? or "Does the patient feel foolish regardless of the 
doctor's behavior?" Certainly, follow-up studies need to be 
conducted before any action is taken. In-depth interviews 
with foolish-feeling patients and video-tapes of the actual 
{time patient and doctor spend together would provide further 
insight. 
Dissatisfaction with a perceived long waiting time is not new 
information as last year's survey overwhelmingly revealed the 
same result. A few months ago, you may remember, Brian Hines 
designed and executed a project to find out exactly how long 
patients had to wait and where the longest wait occurred. 
His findings suggest the wait is indeed "too long." He plans 
to further research the problem in an effort to reduce it. 
Subsequent monitoring of patient satisfaction should consequent-
ly reveal an increase in favorable responses toward waiting 
time. 
45 
INDIVIDUAL RESIDENT REPORT 
Dr. 
Sampling Unit: Patient Visits 
Response Rate: 59 out of 82 - 72% 
Demographic Characteristics of Respondents: 
Sex 
Male 
Female 
TOTAL 
~ 
0-6 
7 -1 7 
18'- 39 
40-64 
65+ 
TOTAL 
Your Patients' Comments 
Respondents 
20 (34%) 
39 (66~S) 
59 
13 (22%) 
3 (5%) 
31 (53%) 
9 (15%) 
3 ( 5%) 
59 
I was a work-in; I was taken care of by a Doctor who was' 
not familiar· with me - but he did very well by me. 
My Impression of Your Sample Results 
Overall, a majority of the patients you treated during the 
study period appear to be very satisfied with the care they 
received. You surpassed the acceptabl,e bound set by Dr. 
Smith on only one attitude statement, #1 (Today my doctor 
made me feel foolish). I find the result rather perplexing 
as your patients responded quite positively to the other 
doctor related attitude statements. You are also within 
acceptable bounds on the other statements. 
This finding, of course, may not reflect the true situation, 
or it may reveal somethin~ in your behavior that makes patierits 
feel foolish. It is difficult to know the true answer using 
these results alone; however, there is enough evidence to 
reveal that this is the perception of several of yQur patients. 
Generally, your patients appear to be quite satisfied with 
their care. 
(Percentages rounded to.nearest whole p~rcent) 
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PATIENT SATISFACTION SURVEY REPORT 
Dear Patients: 
This report summarizes the results of the patient satisfaction 
survey some of you participated in a few months ago. You may 
remember that the survey was conducted because the Family Practice 
Center wanted to know how their patients felt about the care they 
were receiving in order to make improvements if the survey re-
sults revealed it necessary. 
Well, it turned out that most of you were very satisfied with 
your care. Some of you, however, had complaints about the way 
a particular doctor made you feel. These doctors have been in-
formed of your feelings (of course the doctor does not know who 
made the complaints). This kind of feedback to a young physician 
is very much appreciated as it tells him how his patients view 
his conduct. It was also very apparent that a significant number 
of you objected to waiting too long for your doctor. The Family 
Practice Center has already begun to look into this problem. We 
realize that patients also have demands on th~ir time and that 
spending 1 1/2 hours or more in a clinic is not appreciated. Hope-
fully the waiting time problem will soon be reduced. 
Many of you also made suggestions for improvement in other areas 
of the Family Practice Center. We carefully considered each and 
everyone and have made changes where we could. For instance: 
(1) The clinic now has a larger selection and more recent editions 
of magazines; (2) The visual material on the wall is different; 
(3) There are more magazines in the examination rooms; (4) The 
toys are being washed regularly; and (5) If you receive a parking 
ticket while you are visiting the Family Practice Center, you can 
get it stamped by the receptionist and avoid the charge (provided 
you park in the spaces specifically marked for patients and visi-
tors). 
We plan to periodically survey our patients in an on-going effort 
to identify sources of satisfaction and dissatisfaction. Please 
respond honestly to our questionnaires if you receive one in the 
future. Your responses will never be seen by your doctor. As 
mentioned earlier, the purpose of these surveys is to improve the 
care you are receiving. Also, if you want to make comments at 
any time, drop them in the "Suggestion Box" in the waiting area 
or contact Mr. Brian Hines at 225-7590. 
Thank you for sharing your feelings with us. 
/~-.~ 
DAVID D. SMIT~~1r:- ;/ 
Director of Clinical Services 
Department of Family Practice 
APPENDIX B 
Quest·ionnaire 
We at the Family Practice Center want to kn?w how 
their care. You can help us by honestly respondlng to 
about today's visit. Circle your responses. 
our patients feel about 
the following statements 
Your responses will not be seen by your doctor. 
1) Today my doctor made me feel foolish. 
strongly 
agree 
agree 
agree, 
uncertain 
uncertain 
3) I had to wait too 10n9 for my doctor today. 
strongly 
agree 
agree uncertain 
4) My ~eelings were ignored-by my doctor today. 
strongly 
agree 
agree uncertain 
disagree 
disagree 
disagree 
disagree 
strongly 
disagree 
strongly 
disagree 
strongly 
disagree 
strongly 
disagree 
5) Today my doctor let me tell him or her everything that was important about 
my condition. 
strongly 
agree 
agree uncertain disagree strongly 
disagree 
6) This visit my doctor didn't explain very carefully what I am supposed to do. 
strongly 
agree 
agree uncertain 
7) My doctor did the right thing for me today. 
strongly 
r---ag,nee----
agree uncertain 
disagree 
disagree 
8) Today the nurses helped me understand what I am supposed 
strongly 
agree 
agree uncertain 
9) The nurses ignored my feelings today. 
strongly 
agree 
agree uncertain 
10) I feel better after my visit today. 
str~ongly 
agree 
agree uncertain 
disagree 
disagree 
disagree 
strongly 
disagree 
strongly , 
d · , ... ~_ ~1.sag,r..ee_ .. _~
to do. 
strongly 
disagree 
strongly 
disagree 
strongly 
disagree 
11) This visit my doctor explained my condition in such a way that I understood. 
strongly 
agree 
agree uncertain disagree strongly 
disagree 
12) In general. I am satisfied with today's visit to the Family Practice Center. 
strongly 
agree 
agree uncertain disagree strongly 
disagree 
13) If you have any other comments about today's v'isit please note them below. 
/ 
~h~n you are finished please fold this page and drop it in the 'Suggestion 
Box' in the waiting room. 
Thank you. 
